Athl etic trainers and therapists (ATs) who work directly with athletic programs are often uniquely engaged in the social, cultural, academic, and athletic lives of their patients. ATs working in performing arts, military, and industrial settings have the opportunity to experience the same environments as their patients, and those who work in clinical settings often interact with patients who have been removed from their normal job or athletic routine. Any practice setting provides ATs with unique opportunities to observe and interact with patients, which may reveal signs and symptoms that suggest the presence of a psychological disorder. Psychological disorders are often manifested during times of transition, such as moving from junior high school to high school, high school to college, or from college into the worforce. 1 Emotional disturbances may also result from a change in athletic participation status and identity as an athlete. 2 The purposes of this report are to present a collaborative approach to mental health care, describe specific categories of psychological disorders, and discuss appropriate referral options. 
Overview of Mental Illness
Part 1 of this series (November, 2010) presented mental health as a state that exists on a continuum between optimal well-being to symptomatic abnormalities. Mental health may seem to represent a somewhat vague concept, given the highly subjective nature of its components, such as emotions and spirituality. Mental illness, however, is understood in terms of specific abnormalities in cognition, mood, and behavior, which are associated with distinct psychological disorders. 3 Such abnormalities may be subtle, but ATs who possess knowledge about common psychological disorders may recognize indicators of an underlying mental illness.
Mood Disorders
Mood disorders are characterized by sustained emotional states, with clustered signs and symptoms, which often recur in a periodic or cyclical pattern, and which represent a significant change from an individual's habitual functioning. 4 Disturbances may occur in four areas: mood, psychomotor activity, cognition, and vegetative changes. 4 For example, disturbances associated with depressive syndrome include depressed mood, loss of interest, psychomotor slowing, negative thinking, and changes in appetite, sleep, and sex drive. In contrast, manic syndrome involves elevated mood, irritability, psychomotor acceleration, Early detection, referral, and collaboration are vital to management of mental health problems.
ATs are key members of mental health care teams.
Psychological disorders can be effectively treated.
expansive thinking, reduced sleep, and hypersexuality. Signs and symptoms of depression and bipolar disorder are summarized in Table 1 . 5, 6 Risk factors associated with mood disorders include social stressors (i.e., childhood or adult events), acute or chronic stressors, positive or negative life events, living alone, low socioeconomic status, unemployment, and lack of social support. 4 Genetic factors can also play a substantial role in susceptibility to mood disorders. For an athlete, a depressive response may result from an injury, which restricts sport participation and adversely affects self-esteem and identity. In other instances, an athlete may develop a depressed state that is related to "overtraining syndrome" that produces decreased physical performance, fatigue, muscle soreness, weight loss, sleep disturbance, anxiety, irritability, and lack of concentration. 7 The lifetime prevalence of mood disorders, including major depressive disorder and bipolar disorder, is estimated to be 20.8% in American adults 18 years of age and older. 8 The relative frequency of these conditions warrants careful surveillance by ATs for early indications of new symptoms or exacerbation of a previously diagnosed mood disorder. For example, ATs should note unexplained changes in sports performance because depressive symptoms can include distraction, decreased concentration, reduced alertness, slow response time, poor decision making, and fatigue, which will increase risk for injury. 7 Acute treatment of mood disorders focuses on symptom control and restoration of psychosocial function, whereas long-term treatment concentrates on the prevention of relapse and recurrence. 4 Medication and/or psychotherapy comprise primary clinical management of mood disorders. Psychopharmacologic agents include antidepressants, such as selective serotonin reuptake inhibitors (SSRIs) for depression and mood stabilizers, such as lithium for bipolar disorder. Various forms of psychotherapy are available to support symptom control, address psychosocial problems, and reinforce adherence to prescribed medication.
Anxiety Disorders
Anxiety can be defined as "the presence of fear or apprehension that is out of proportion to the context of the life situation." 4 There are two anxiety components: (a) awareness of physiological sensations and (b) awareness of feeling nervous or frightened. 9 Physical symptoms of anxiety include heart palpitations, sweating, shortness of breath, chest pain, nausea, and dizziness. In addition to physiologic effects, anxiety produces distorted perceptions, confusion, decreased concentration, limited recall, impaired associations, and selective attention. 9 A low level of anxiety can enhance athletic performance, but uncontrolled anxiety impairs concentration and focus. Pathologic anxiety can be classified as generalized anxiety disorder (GAD), obsessive-compulsive disorder (OCD), post-traumatic stress disorder (PTSD), panic disorder, or a phobia (Table 2) . 4 Anxiety disorders are common in the general population. The lifetime prevalence of anxiety disorders is estimated to be 28.8%, with the median onset at 11 years of age. 8 Genetic factors can predispose an individual to pathologic anxiety, but traumatic life events • Impulsive and excessive involvement in pleasurable, high-risk behaviors such as spending sprees, impulsive sex, and unwise business investments
